AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WELFARE
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== ___Registrar's No. _________¥ | 9___

STATE FILE NUMBER

1. PLACE OF DEATH

a. COUNTY

JACIKSON

a, STATE

2. YSUAL RESIDENCE (Where deceased lived.

ARKANSAS

b. COUNTY

FULTON

I institution:

Residence before
admission)

b. CITY (If outside corporate limits, give TOWNSHIP only)
OR

Length of stay in b

c. CITY

; ‘
TowN MAMMOUTH SPRINGS, ARK,

Inside Limits

TOWNKANSAS CITY, MISSQURI 49 Days N Yes & No D
€. t{%éP'IqT‘:TEOgF (1f NOT in holpital, give location) Insid¥® Limits d.:g%iEE'l'ss (If curside, give location} Reside on Farm
INSTITUTION VA HOSEITAL KC;MO- Yes[] No [ FMMOUTH SEE ]][Gﬁ QBK Yes [J No DK
a. HAME OF _DE)CEASED First Middle Last 4, D&;IE Month Day Yeor
ype or print
JOHN F. KOENIG DEATH FEB 11, 1962
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [ [8. DATE OF BIRTH | % AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
MALE WHITE Widowed [J Divorced [J Ll_/25/37 Months | Days Hours Min,

10a. USUAL OCCUPATION [Give kind of work done

ﬁgmf working life, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY} 11,

RETIRED MILITARY

BIRTHPLACE {Ciry and state ar country}

MAMMOTH SPRINGS,

13a. FATHER'S NAME

OTTO KCENIG

13b. MOTHER'S MAIDEN NAME

ALLIE SCHREMMER

14. NAME OF

12, CIMZEN OF WHAT COUNTRY

U.S.A,

HUSBAND OR WIFE

KEVER MARRTED

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
war or datey of =

(YoYﬁgsor unknnwn}gl

MECICAL CERTIFICATION

PART 1

Conditions, if any,
whicth gave rise to
abova cause
stating the under.
lying cause

18. CAUSE OF DEATH (Enter only one caute par lins for
. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

(8],

last.

DUE TO (¢}

lee)

18, SOCIAL SECURITY NO.

17. INFORMANT

A HOSPITAL RECORDS

Address

HEMORRHAGIC PNEUMONIA RT,

INTERVAL BETWEEN
ONSET AND DEATH

oue To i __ ACUTE MYELOGENQOUS TRUKEMTA

PART IL. O'i'HER SIGNIFICANT CONDITHONS CONTRIBUTING TO DEATH but not related to the terminsl .PART Iil. If deceased was female was
disease condition givan in PART | (a) there a pregnancy in last 90 days.
l'[j Yas ] 0O Ne I O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1) of itam 18.)
PEREDRMED? =] 0 ju]
YE NO O
20c, TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

2V iy attended the deceased from 8{ 26£ 6' to 2[ 11 ('62
12:10 PM 2/11/é2 =~ .

Desth accurred at

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., ate)) .
NOT WHILE AT WORK O
and last ..Zmﬁm on. 2/l]ﬂ/62

on the date stated above, and to the bast of my knowledge, from the causes srated.

REMOVAL (Specify)

| A=/

=

"ADDRESS

25. DATE RECD, BY LOCAL REG.

pp L)) .62

22a. SIGN RE {Degree or title) 22b. ADDRESS 22c. DATE SIGNED
L 5. H. CHOY, M.D. VA HOSPITAL, K.C., M0. R-11-62
RIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (State)

ansed €mbalmer”: }"Sm-m:m on Roverse Side)




STATEMENT BY LICENSED EMBALMER

1

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

-

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

er No. V QM’BJ/

Licensed Embal

-
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failurd to comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.



